I.-There is a diffuse cicatricial alopecia of the vertex of the scalp which has been noticed for some six months and is progressing.
For two years the patient, aged 45, has complained of an irritating eruption in the front of the left leg, where there are to be seen seven or eight grouped nodules with scarring in the centre, about the size of a cherry. The eruption has the appearance of a lichen obtusus. The appearance of the scalp is not typical of pseudo-pelade as described by Brocq, in that the condition is diffuse and there are no small circular areas of baldness which have coalesced leaving islands of normal hair. The skin is slightly erythematous, but no actual infection of the follicles is present, nor is there any red halo round the normal follicles.
II.-This appears to be a typical example of pseudo-pelade of Brocq. There is marked erythema of the small circular bald patches, which was noted by Brocq in the early stages of the disease.
Cases have been shown-by Sir Ernest Graham-Little and others-of cicatricial alopecia occurring with lichen spinulosus and lichen planus. In the one case shown here there is this association. It is noteworthy, however, that clinically, in this case, the typical picture of the pseudo-pelade of Brocq is not present.
The two cases have been shown side by side with the suggestion that the lichen planus group of cicatricial alopecia may only resemble true pseudo-pelade in that cicatricial alopecia exists without any evidence of a pre-existing infective process.
There is another possibility, namely, that the association of cicatricial alopecia and lichen planus may be fortuitous; lichen planus is a fairly common condition, and in my experience pseudo-pelade appears to be getting also comparatively common.
Discussion.-Dr. DOWLING said that at a meeting several years ago he had shown a case of lichen planus with horny follicular lesions and a few patches of pseudo-pelade; the patient vas a girl aged about 12. Lichen planus had developed first and later pseudo-pelade appeared on the head. The patches were not preceded by horny follicular lesions on the scalp. They differed, therefore, from the cases of cicatricial alopecia shown by Sir Ernest Graham-Little. In those cases such lesions had always preceded the follicular atrophy.
Dr. J. H. T. DAVIES said that recently he had seen a case in which the whole scalp was covered by patches of cicatricial alopecia. There was a superficial resemblance to the alopecia of secondary syphilis. There were lichen spinulosus lesions on the trunk and extremities.
Dr. MUENDE said that cases recorded under the title of cicatricial alopecia associated with lichen planus were usually those in which the bald patches were bilateral, and situated in the temporal region. In Dr. Gordon's cases, however, the patches occupied the typical situation of Brocq's pseudo-pelade, over the vertex. There was a bluish firm bulbous swelling of the lower inch of the nose and a brick-red plaque, about an inch in diameter and covered partly by tough adherent scales, situated over the right malar prominence. The second patch resembled lupus erythematosus.
In addition to the facial lesions there were curious swellings of the hands and feet, consisting of soft, semi-fluctuant, spindle-shaped tumours in the following positions:
Right index-proximal and middle phalanges.
Left thumb-distal phalanx ,, middle ,, , The swellings are of considerable size, bluish in colour and not tender. There are also some small nodes in the skin on the outer aspect of the right arm. The patient appears to be otherwise well.
There is a curious history in regard to tuberculosis. The patient nursed her husband through a long-and fatal-illness; he died from tuberculosis. She had htemoptysis within a few months of his death, but she has had no signs of gross tuberculosis since. It has been suggested to me that she is in an anergic phase of tuberculosis, and possibly that is the explanation of the negative Mantoux reaction.
Skiagrams (which are shown) show a rather diffuse rarefaction of the shafts of the bones underlying the tumours, with a blurring of the edges and a fine trabeculation which is not apparent in the unaffected bones. There is also some widening of the shafts affected. In the subterminal phalanx of the right little finger there appears to be a small cyst in the head of the bone.
The radiologist (Dr. Roberts) has not yet given a name to these changes, but they are probably of the nature of an osteofibrosis.
Kahn reaction negative. Mantoux reaction negative (0 1 c.c. of 1 :1,000 tuberculin); haemolytic streptococcal toxin reaction positive, with a flare of 11 in. and central wheal.
Treatment.-General and local ultra-violet irradiation. There has been some lessening of the swelling of the nose, but the hands and feet are unaffected by treatment so far.
Discussion.-Dr. L. FORMAN asked what was the strength of the tuberculin which Dr. Whittle had used. In recent communications on lupus pernio the association with tuberculosis had been emphasized. Recently in a case of lupus pernio shown by Dr. Barber there had been shown on post-mortem examination, caseous axillary and periosteal glands. The Mantoux reaction of the patient had been positive.
Dr. DOWLING said that in the case of which Dr. Forman spoke the condition was perhaps passing from sarcoid to tuberculosis, so that the tuberculin test might be expected to change from negative to positive. Schaumann said that in the cases that he was able to follow up pulmonary tuberculosis had supervened with the disappearance of the sarcoid lesions.
Dr. WHITTLE (in reply) said that the strength of the tuberculin he used was 1 :1,000.
